
state of missouri fee: $100 missouri dental board
division of professional registration 3605 missouri boulevard
application for parenteral moderate p.o. box 1367

please tYpe or print jefferson city mo  65102-1367
sedation permit telephone: (573) 751-0040legiblY in black ink tty: (800) 735-2966

section i – applicant data
name (first, middle, last, suffix, former/maiden) license number

date of birth place of birth social security number

home telephone number business telephone number fax number

mailing address

city state zip code

section ii – education and training

1. i have completed a postgraduate program that is a minimum of twelve (12) continuous months in length and is approved or accredited
to teach postgraduate dental or medical education by one of the following:

a) the american dental association (ada);
b) the accreditation council for graduate medical education of the american association (ama); or
c) the education committee of the american osteopathic association (aoa);

yes      no
2. my education and training in this program included:

a) sixty (60) hours of didactic training in pain and anxiety control and related subjects in accordance with the guidelines of the
american dental association;

b) successful management of parenteral moderate sedation in twenty (20) dental patients. management of parenteral moderate
sedation shall be defined as performing and responsible for all aspects of the sedation procedure from patient selection to
patient discharge post sedation for each of the twenty (20) dental patients.

c) general anesthesia training in which there is four (4) weeks documented operating room clinical experience in airway
management;

yes      no
3. i am aware that each dentist possessing a permit to administer parenteral moderate sedation shall maintain current certification in

advanced cardiac life support (acls) at all times the sedation permit is active. i currently hold an active certification in advanced
cardiac life support (acls).

yes      no
please attach the appropriate documentation of your education and training with this application. applicants must have their
postgraduate program director complete the “Verification of parenteral moderate sedation requirements” form. You must attach
documentation of your current advanced cardiac life support (acls).

section iii – location(s) where conscious sedation serVices are proVided.

please list below the locations of the dental office(s) at which you intend to offer parenteral moderate sedation services. please understand
that pursuant to 20 csr 2110-4.020, the dentist-in-charge of each of the following dental offices must secure a site certificate. a separate
permit is required for each dental office.
you are required to successfully complete an on-site evaluation by consultants appointed by the board. on-site evaluations will be
conducted in accordance with 20 csr 2110-4.030.

business name address city state zip code site certificate no.

business name address city state zip code site certificate no.

business name address city state zip code site certificate no.

business name address city state zip code site certificate no.

business name address city state zip code site certificate no.

mo 375-0144 (5-13)



section iV– note: if you answer yes to any of the questions below, attach a full explanation.

Yes no
1. do you now or have you ever held any professional license, other than dentistry, in any state or country? if yes, indi-

cate profession, license number and whether active or inactive.
2. have you ever been suspended from practice, reprimanded, censured, or otherwise disciplined or disqualified as a

dentist or a member of any profession? if so, provide the dates, facts and disposition of the matter and name and
address of the authority in possession of the record thereof.

3. have you ever voluntarily surrendered a professional license, including but not limited to a dental license, issued
to you by any state or country?

4. are charges or an investigation currently pending relative to your dental license in any state or country?
5. has your employment, medical staff appointment or admitting or clinical privileges ever been denied, reduced, sus-

pended, revoked or not renewed at any hospital, nursing home, clinic or other health care facility or are such actions
currently pending?

6. have you ever been suspended, sanctioned or otherwise restricted from participation in any private, federal or state
health insurance program, i.e., medicare or medicaid, or are such actions currently pending?

7. have you ever been denied a narcotic license or has your narcotic license ever been placed on probation, suspend-
ed, voluntarily surrendered or revoked or are such actions currently pending?

8. have you ever been charged with or been convicted, adjudged guilty by a court, pled guilty or nolo contendere to any
crime, whether or not sentence was imposed (excluding traffic violations)?

9. are there any malpractice judgements against you resulting from the practice of dentistry?
10. have you been adjudged insane or incompetent by a state or federal court within the past five years?
11. have you ever been convicted, adjudged guilty by a court, pled guilty or pled nolo contendere to any traffic offense

resulting from or related to the use of drugs or alcohol, whether or not sentence was imposed?
12. are you now or have you been within the past five years, addicted to or dependent upon any illegal or prescription

drugs, controlled substances or alcohol?

sworn affidaVit

i, the below named applicant, being duly sworn, hereby affirm under penalties of perjury that i am the applicant referred to in the proceed-
ing application for a parenteral moderate sedation permit in the state of missouri, and that all statements and enclosures are true and accu-
rate to the best of my knowledge, information and belief.
i submit for consideration, this application as required by the missouri law governing the practice of dentistry and subject to the rules and
regulations of the missouri dental board. i subscribe and agree to abide by all applicable laws and rules regarding the practice of dentistry.
i hereby certify that i have familiarized myself with chapter 332, rsmo, known as the dental practice act and applicable rules promulgat-
ed by the missouri dental board.
enclosed is the permit fee which is nonrefundable. i understand that the board may require further information or evidence that it deems
reasonable and proper.
furthermore, i voluntarily consent to a thorough investigation of my present and past employment and other activities for the purpose of
verifying my qualifications.

signature of applicantmust be signed in
presence of notarY  4
notary public embosser or state county (or city of st. louis)
black ink rubber stamp seal

subscribed and sworn before me, this
day of                                                                  year use rubber stamp in clear area below.

notary public signature my commission
expires

notary public name (typed or printed)

mo 375-0144 (5-13)
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